porter. He gave no history of syphilis. A few days before coming to hospital he had been suddenly seized with dyspnoea and palpitation when going up a hill. There was oedema of the feet. The pulse was 100, but not that of aortic regurgitation. The apex beat was two inches outside the nipple. The cardiac dulness extended one inch to the right of the sternum, and upwards to the first intercostal space on the left side of that bone. There was a remarkably distinct thrill to be felt; it was continuous and extended into the carotid and subclavian areas.
A loud murmur was heard best in the third left space, and conducted down the sternum. It could be heard at a distance of eight inches from the chest.
The liver was enlarged, and showed true pulsation. As the weakness of the heart increased the thrill and murmur became less distinct, and the right ventricle dilated. There was some degree of cyanosis during the last three days of life. The urine had a specific gravity of 1022, and was very scant}'. Anasarca increased towards the end, and ascites and pleuritic effusions developed.
The post mortem showed a sacculated aneurysm of the root of the aorta on the right side. The wall of the aneurysm, which was thin, had perforated the pulmonary artery just above a cusp of the valve. The pulmonary artery was small, the conns arteriosus enlarged. Both ventricles were hypertrophied. Dr. Clarke remarked that varicoseaneurysm of the aorta had been diagnosed from the first. The difficulty had been in deciding where the perforation was. Communications with the vena cava were generally developed suddenly and associated with great dyspnoea. The position of the murmur and thrill, and the dulness to the left of the sternum, pointed to a communication with the pulmonary artery. Walshe 
